Over the past couple of decades there has been a significant increase of interest in preference-based health care and research, which has transformed the patient-clinician relationship. [1] [2] [3] Consequently, there has been a shift from the traditional model of health care providers making treatment decisions towards one where patients, in partnership with their health care provider, choose the treatments that best conform to their values. [4] [5] [6] Critical to providing truly patient-centred care is the elicitation of patients' perspectives of their health problems and preferences for outcomes. 4, 6 Thus, in order for patient preferences to be used effectively in the organization and delivery of health care, it is essential that patients (and their family members or caregivers) are able to formulate and express their preferences and communicate these to their health care providers. Studies in nursing have shown, for example, that decision support for eliciting patient preferences and including them in care planning is effective and feasible for improving nursing care and patient outcomes. 4, 6 Patients may establish preferences about structural aspects (e.g. a preference for home-based cardiac rehabilitation or education), process aspects (e.g. exercise or counselling) or outcomes (e.g. knowledge or satisfaction) of health care. 4 In patient preferences a value is placed on potential outcomes (favourable and adverse) for each treatment alternative and then the preferred option is chosen. For example, patients who drink alcohol may refuse to take medications that preclude its use. However, it is important to acknowledge that though patients may drive decisions in, and appear more satisfied with, preference-based care, their preferences may be based on misinformation, ignorance and bias and may reinforce inequities and disparities in health care. 1, 3 Often patients have to make trade-offs among different possible outcomes of each treatment or intervention. Decisions about these interventions -whether to have them or not, and which ones to have -will reflect the patients' personal values and preferences, and should be made only after patients have enough information to make an informed choice, and in partnership with their health care provider. However, the evidence base may be limited and patient preferences and choices may be very different from those of their health care provider. 7, 8 In addition, preference-based approaches incorporate values or utilities for health outcomes and can be used in economic evaluation (e.g. cost-effectiveness and cost-utility analyses and the estimation of quality-adjusted life years) to aid resource allocation decisions.
Likewise, as in preference-based care, preference-based research requires a shift from traditional thinking. Nowadays, randomized controlled trials (RCTs) are seen as the most reliable method for determining treatment effects, but external validity is less than perfect. This is because the aim of RCTs is to measure and compare the outcomes of two or more clinical interventions, not to measure the benefit that will be derived from treatment in clinical practice for a heterogeneous group of persons. 9 The response to a treatment can be influenced by patient preference. In traditional RCTs, the participants' preference for a particular treatment is not taken into account in the design, even though they may have a preference. 10, 11 Participants with stronger preferences for usual care often do not give informed consent to be included because randomization does not guarantee that they will get what they want.
In non-blinded RCTs participants in the control group may refuse to complete follow-up due to 'resentful demoralization', which in turn can lead to bias. Participants who do get what they want may 'exaggerate' the effectiveness of their treatment, which may lead to bias. For these reasons, traditional RCTs might not be the best design for a nonblinded controlled clinical trial. Preference RCTs, where participants with a strong preference can choose their treatment option and participants with no preference will be randomized, could be more suitable to test clinical interventions. 10, 11 An example was an RCT in which one group of patients after myocardial infarction was randomized to home-based or hospital-based cardiac rehabilitation and another group of patients could choose the rehabilitation modus they preferred. 12 Patients in the preference arms were more likely to complete their method of rehabilitation than those in the randomized arms. Knowledge about the effect of preference-based treatment in RCTs in cardiovascular nursing research on clinical outcomes is still limited. 13 In conclusion, though patient preferences are assuming increasing prominence, there is a paucity of its uses and application in the cardiovascular nursing literature. This is unfortunate as we believe that this is a subject worthy of more detailed investigation. We would, therefore, urge cardiovascular nurse scientists to conduct -ideally collaboratively and on a large scale -novel research in this field. We are sure that the European Journal of Cardiovascular Nursing would welcome original reports addressing this neglected but increasingly important topic.
